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NURSES’ KNOWLEDGE OF DELIRIUM:
A SURVEY OF THEORETICAL KNOWING 
ABSTRACT
The aim of this exploratory study was to assess whether nurses from a regional base hospital had 
sufficient theoretical knowledge to assess and manage delirium in the clinical setting. Delirium is a 
well-recognised, preventable condition commonly seen in the older person. Numerous assessment 
tools have been developed to identify delirium in the clinical setting. Yet despite the effectiveness of 
these tools, many nurses remain unable to accurately detect the delirious patient and instead rely on 
clinical experience to make a diagnosis of delirium, often inappropriately. 
A self-administered survey based on a true/false questionnaire was used. In addition, a Likert 
scale was used to assess nurses’ perceived levels of confidence in detecting and managing the 
delirious patient.  A convenience sample of 130 nurses from four acute adult wards at a regional base 
hospital was provided with a 40-item delirium knowledge questionnaire. The nurses answered an 
average of 80 percent of questions correctly. Statistical differences, using non-parametric tests, were 
found mainly between nursing designation and confidence levels; identification of predisposing and 
precipitating factors; and knowledge of delirium training. Overall, the staff nurse grade performed well, 
while nurse educators performing poorly.
Nurses in this study held substantial theoretical knowledge about delirium. However, anecdotal 
evidence suggests this empirical knowing is not always transposed into practical application – it would 
seem nurses know more than they do.
  Martin Christensen
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INTRODUCTION & Sullivan, 2003; Inouye & Marcantonio, 2007). The prevalence 
of delirium at hospital admission is relatively low (14-24 percent), 
compared with the overall reported incidence (6-56 percent) (Steis & 
Fick, 2008), suggesting the hospital environment plays a major part 
in its prevalence. Even more alarmingly, approximately 30 percent of 
older medical in-patients experience delirium at some juncture of their 
hospitalisation. Indeed, Holden et al’s (2008) New Zealand study of 
the prevalence of delirium in a general medical ward found that 23
elirium is a preventable, life-threatening condition among the 
older population, and commonly occurs in hospitals (Christensen, 
2014); the World Health Organization (2016) defines the older 
person to be an individual older than 60 years of age. Delirium is 
distinguishable from dementia because of its acute nature. Based 
on the observable patterns of psychomotor activity and alertness 
Table 1. Overview of behaviours asssociated with delirium 
(Arend & Christensen, 2009; 146)
Hypoalert-Hypoactive                         Hyperalert-Hyperactive
•  Slowed psychomotor function
•  Lethargic
•  Confused
•  Sedated
•  Reduced awareness
•  Poor attention span
•  Drowsy 
•  Withdrawn
•  Apathetic 
•  Restless
•  Agitated
•  Suffer hallucinations and delusions
•  Paranoia
•  Disorientation 
•  Pulling at invasive lines or monitoring equipment
•  Aggressive
•  Combative
among patients with delirium, the following four 
clinical subtypes of delirium have been established: 
hyperactive; hypoactive; mixed and unclassifiable 
delirium (Arend & Christensen, 2009). It is these 
variations in the classification of delirium, and their 
different presenting signs and symptoms, which 
often cause confusion about what the patient is 
actually displaying. However there is universal 
agreement that presenting behaviours such as 
aggression, agitation, drowsiness and withdrawal 
are signs of delirium (see Table 1, right) (Arend & 
Christensen, 2009).  
Although delirium can occur in any setting and 
at any age, the highest rates of occurrence are 
reported in intensive care units (ICU); end-of-
life situations; and postoperative settings (Fann 
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percent of older patients were diagnosed with delirium; the major 
contributing factors for these patients were infection, electrolyte 
disturbances and drug toxicity. However, it is not only among medical 
patients that delirium is of concern. ICU delirium can range from 70 
to 87 percent of cases, while delirium in the post-operative setting 
ranges from 15 to 62 percent (Mittal et al, 2011). In particular, 
older patients with a history of dementia, and those undergoing 
cardiothoracic surgery, emergency orthopaedic procedures, vascular 
surgery, and/or cataract removal constitute the highest population at 
risk (Mittal et al, 2011). This phenomenon is attributed to interactions 
between the older person’s multiple co-morbidities and medications; 
degeneration of organ function, such as reduced hepatic metabolism 
and multi-sensory decline; and the onset of neurological disorders 
such as dementia. Notably, delirium is a key independent predictor 
of patient outcome, even after adjusting for age, illness severity, 
dementia and functional status (Eeles et al, 2012; Inouye et al, 1999; 
Rudolph et al, 2012).
BACKGROUND
The causes of delirium can be various systemic and individual 
factors, eg environmental, iatrogenic and emotional (Arend & 
Christensen, 2009). The fluctuating nature and varying presentations 
of delirium further pose a challenge to the diagnostic process 
(Hamden-Masour et al, 2010; Laurila et al, 2004; Xie & Fang, 2000). 
The older patient often presents with hypoactive delirium, which is 
often undiagnosed and left untreated, as health-care professionals 
typically expect delirium to present as agitation, hallucinations and 
incoherent behaviour, rather than lethargy and reduced activity 
(Flagg et al, 2010; Hare et al, 2000). In addition, delirium is at times 
the primary presentation of life-threatening illnesses such as sepsis 
and myocardial infarction among this vulnerable population (Flinn et 
al, 2009; Lewis et al, 1995; Roethler et al, 2011).
Despite its complex nature, and the dire consequences often 
associated with it, delirium is both preventable and treatable with 
pharmacological and non-pharmacological approaches. The 
principles of prevention and treatment of delirium include early 
identification of existing predisposing and/or precipitating factors, 
coupled with early detection of its onset. Health-care professionals, 
in particular nurses, play a crucial role in this, as they are in frequent 
contact with patients, and are in an optimal position to observe early 
changes, such as fluctuations in attention, level of consciousness, 
and cognitive functioning (Boot, 2012; Inouye et al, 2001; Wang & 
Mentes, 2002). Nurses also play an active role in delirium prevention; 
in managing patients with delirium; in treating and alleviating the 
underlying causes; in providing physiological, psychological and 
environmental support; and in symptomatic care. Furthermore, 
nurses are able to assess the patients’ premorbid status through 
frequent interactions with significant others (Boot, 2012).
However, evidence suggests that up to 60 percent of patients with 
delirium go undiagnosed by health-care staff (Foreman et al, 2001; 
Hare et al, 2008; Steis & Fick, 2008; Voyer et al, 2008). A recent 
systematic review reported a nursing recognition rate of between 
26 and 83 percent (Steis & Fick, 2008), an incredibly wide variation 
given the increase in hospital length of stay and, importantly, mortality 
associated with a treatable and preventable condition (Kiely et al, 
2009; McCusker et al, 2002; Saravay et al, 2009).  Moreover, among 
331 ICU nurses, only 3 percent ranked delirium as an important 
condition to evaluate, compared with altered level of consciousness 
(44 percent), presence of pain (23 percent), or improper placement 
of an invasive device (21 percent) (Devlin et al, 2008). Nurses’ 
knowledge and awareness of the signs and symptoms of delirium are 
crucial to the detection process as well. Foreman (1986) found that 
nurses with insufficient knowledge of cognitive deficits contributed 
to unrecognised delirium. This is supported by earlier findings from 
Morency (1990) and Souder and Sullivan’s (2000) earlier work, 
suggesting that nurses’ tendency to focus on the orientation aspects 
of delirium had resulted in failure to recognise its behavioural 
aspects. More recently, Wells (2012) and Christensen (2013) found 
nurses were more theoretically adept at discussing delirium than in 
recognising its differing behaviours in the clinical setting. 
METHOD
Study aim
The aim of this exploratory study was to assess whether nurses 
from a regional base hospital had sufficient theoretical knowledge to 
assess and manage delirium in the clinical setting. 
Setting 
The setting was a 261-bed regional base hospital, in the North 
Island of New Zealand. Four wards were chosen because of the 
reported higher incidence of delirium experienced in these clinical 
environments; these were medicine, orthopaedics, ICU and the 
emergency department.
Ethical considerations
Ethical approval was sought from the institutional ethics committee  
but the need for this was waived because the study did not formally 
involve patients and was seen as a quality improvement initiative to 
help the hospital’s education plan. According to the National Ethics 
Advisory Committee (2012) ethical guidelines for observational 
studies, this study was classified as low risk, as it did not involve 
users of health services. Following consultation with the institutional 
ethics committee, the director of nursing gave permission for access 
to the nursing staff. An initial invitation to participate in the study was 
announced via emails to the respective nurse unit managers, with the 
assistance of the hospital’s associate director for nursing education. 
The participant information sheet stated that completion and return of 
the research questionnaire constituted consent to participate in the 
study.
Participants
This study used convenience sampling (in which participants are 
drawn from those conveniently at hand), and a total of 130 registered 
and enrolled nurses from the four ward areas took part. Health care 
assistants were excluded from participating, on the grounds that 
qualified staff were better able to assess and recognise the delirious 
patient and ensure their appropriate care.
Data collection
Data were collected via a self-administered, close-ended 
questionnaire, used previously by Christensen (2013). Each question 
was constructed as a statement – eg “Delirium is not associated with 
an increased risk of dementia” – requiring the participant to respond 
that the statement was either true or false. The questionnaire was 
divided into two sections: Section 1 had 13 questions relating to 
nursing demographics, such as experience, designation and gender 
(see Table 3, p14). The questions in Section 2 related to knowledge 
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and understanding of delirium signs and symptoms (n = 14), 
predisposing factors (n = 7), precipitating factors (n = 8) and 
the impact of delirium (n = 7). In addition, using a four-item 
Likert scale ranging from “not at all” to “extremely” confident, 
participants were asked how confident they felt at recognising 
and managing a delirious patient in their respective clinical 
area. 
Nurses taking part in the study were given a detailed 
percent), who would have been expected to perform better than all 
groups, given the higher incidence of delirium reported in this area 
(see Table 3). 
Predisposing and precipitating factors
When asked what were the predisposing factors that contributed 
to delirium, 74 percent of nurses got these questions right. There 
was no statistical difference between the groups. However, the 
data suggest the enrolled nurses were better at identifying the 
predisposing factors of delirium than other qualified groups (see 
Table 3). 
The precipitating factors section focused on delirium triggers, 
eg dehydration or electrolyte abnormalities. Descriptively, 88 
percent of the nurses recognised these factors correctly. However, 
when Kruskal-Wallis was used to compare mean scores across 
the designations, a significant difference was found between the 
groups (p = 0.05). Further analysis using Mann-Whitney U found 
statistical differences between the enrolled nurse group and the staff 
nurse group (U = 161, z =  -2.81, p = .05), and likewise between 
the staff nurse group and senior staff nurse group (U = 897, z = 
-2.97, p > .03). These results suggest the staff nurse group are 
more theoretically able to recognise the precipitating factors overall. 
Descriptively it can be seen the nurse unit manager was the better 
performer; however, this could be a type 1 error, or a false positive, 
due to the different group sizes (see Table 3).
Impact of delirium
Overall, 77 percent of nurses were able to identify the impact delirium 
has on the individual. There was no statistical difference in nursing 
demographics (see Table 3). However, analysis of individual scores 
revealed some notable differences in responses. For example, 47 
percent (n = 62) disagreed (incorrectly) that “Delirium is associated 
with increased risk of dementia”; 67 percent disagreed (incorrectly) 
that patients with delirium have a higher mortality rate; while 62 
percent, again incorrectly, disagreed that delirium increased the risk 
of acquiring a nosocomial infection. Interestingly, when compared 
with the other grades, the nurse unit managers performed poorly 
answering these questions (see Table 3).
Knowledge of delirium training
Responses on delirium training showed 60 percent of all respondents 
had received no formal training on delirium, its detection and 
management. Those that did (38 percent) used the mini-mental state 
examination as their assessment tool of choice and this tended to 
be used in the medical wards. However, surprisingly, 61 percent of 
respondents were either unaware if delirium assessment occurred 
in their clinical environment, or were confident that it did not. 
Interestingly, 52 percent were unaware of the presence of a hospital 
policy on delirium, its detection and management (see Table 4, p15). 
Kruskal-Wallis found no statistical difference in responses between 
the different nursing demographics, with the exception of nursing 
Table 2. Overall mean correct scores
     
   75%            78%       80%                89%
Impact of
delirium
Signs &
symptoms
Precipitating
factors
Predisposing
factors
Correct
scores
participant information sheet, outlining the study aims and frequently 
asked questions pertaining to clinical research. Participants were 
also briefed, during nursing handover, of their right to withdraw 
from the study for any reason and at any time, in which case 
their questionnaire would not be used in the research analysis. 
All potential personal verifiers would be removed and their 
anonymity and confidentiality assured. Once they had completed 
the questionnaire, the nurses were given an envelope to put it in, 
which was then sealed and placed in a sealed letterbox in the ward 
staffroom, for collection at a later date.
Statistical analysis
The Statistical Package for the Social Sciences (Windows version 22; 
SPSS, 2010) was used to analyse the data. Statistical analysis used 
non-parametric Kruskal-Wallis, in addition to Mann-Whitney U. A 5 
percent alpha level was used, and therefore statistical significance 
was deemed to have a p value less than .05 (p < .05).
RESULTS
The aim of this study was to assess what qualified nurses working in 
a regional base hospital knew of delirium – its signs and symptoms, 
its impact and predisposing factors influencing its development 
in the clinical environment. In addition, we asked how confident 
nurses believed they were in recognising, managing and providing 
an explanation of delirium. We also chose areas of practice where a 
relatively high proportion of patients would be likely to experience an 
episode of delirium during their hospitalisation. 
Demographics
Overall, this study cohort scored very well in the true/false 
questionnaire which gauged their knowledge, averaging 80 percent 
correct answers across the four areas studied (see Table 2, above 
right). Demographically, the biggest group were female nurses (n = 
116), and the largest professional groups (designations) were the 
staff nurse and senior staff nurse grades. A number of nurses had a 
bachelor’s degree (46 percent), followed by a diploma in nursing (31 
percent); five nurses had master’s degrees. Just over 83 percent of 
this cohort had been nursing longer than six years, with 80 percent 
working more than 12 months in the same clinical area (see Table 3). 
Signs and symptoms
There was no significant statistical difference between any of the 
demographic groups, when it came to recognising the signs and 
symptoms of delirium (see Table 3). Descriptively, more than 70 
percent of respondents scored well, responding to statements about 
the signs and symptoms of hyperactive delirium. However only 56 
percent (n = 72) of the nurses were able to correctly identify features 
seen in hypoactive delirium. These results suggest neither length 
of service nor designation figure significantly in overall delirium 
recognition. However, nurses from the emergency department (85 
percent) performed better overall, compared with ICU nurses (77 
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Table 3. Comparison of correct answers of delirium knowledge by demographics
Demographic Total (n=130) 
Signs & symptoms
Mean (SD)
(n=14)
Precipitating factors
Mean (SD)
(n=8)
Impact of delirium 
Mean (SD)
(n=7)
Predisposing factors 
Mean (SD)
(n=7)
Age (Years)
20-30
31-40
41-50
>51
pΩ
26
33
34
37
11.65 (1.32)
11.39 (1.83)
11.03 (1.76)
11.49 (1.89)
.652
7.38 (.898)
7.18 (1.23)
6.85 (1.28)
7.03 (1.21)
.390
5.54 (.948)
5.70 (1.21)
5.38 (1.39)
5.27 (1.17)
.327
5.15 (1.19)
5.15 (1.22)
5.15 (1.25)
5.27 (1.23)
.906
Gender
Male
Female
p¥
14
116
10.86 (1.83)
11.44 (1.72)
.266
6.86 (1.51)
7.12 (1.18)
.467
5.36 (1.33)
5.47 (1.19)
.766
4.93 (1.20)
5.18 (1.21)
.614
Country
Philippines
New Zealand 
United Kingdom
pΩ
19
104
2
11.05 (1.98)
11.47 (1.68)
10.50 (2.12)
.405
7.21 (1.08)
7.06 (1.26)
7.50 (0.70)
.471
4.95 (1.54)
5.56 (1.13)
6.00 (0.00)
.493
5.42 (0.83)
5.19 (1.25)
5.00 (2.82)
.791
Designation
Enrolled nurse
Staff nurse
Senior staff nurse
Charge nurse
Nurse educator
Unit manager
pΩ
9
73
36
4
5
3
11.11 (1.36)
11.52 (1.63)
11.11 (2.03)
11.75 (1.25)
11.20 (1.92)
11.67 (2.51)
.921
6.22 (1.39)
7.38 (0.99)
6.58 (1.48)
7.50 (0.57)
7.40 (0.54)
7.67 (0.57)
.013*
4.67 (1.87)
5.53 (1.10)
5.58 (0.90)
6.00 (0.81)
5.80 (1.09)
3.33 (2.51)
.313
5.89 (1.36)
5.05 (1.27)
5.28 (1.11)
5.50 (1.29)
5.00 (0.70)
5.00 (1.00)
.419
Duration in area 
(months)
<6
6-12
>12
pΩ
16
9
105
11.50 (1.71)
12.33 (1.11)
11.28 (1.77)
.198
7.00 (1.09)
7.44 (0.88)
7.08 (1.26)
.759
5.13 (1.20)
5.56 (0.88)
5.50 (1.22)
.416
5.00 (1.03)
5.22 (1.30)
5.21 (1.24)
.587
Years as qualified 
nurse
<5
6-12
13-20
>20
pΩ
21
29
31
49
11.76 (1.54)
11.55 (1.70)
11.06 (1.65)
11.31 (1.89)
.490
7.05 (1.20)
7.41 (0.78)
7.10 (1.30)
6.92 (1.36)
.530
5.48 (1.03)
5.72 (0.92)
5.39 (1.30)
5.46 (1.20)
.772
4.95 (1.16)
5.10 (1.11)
5.16 (1.24)
5.35 (1.30)
.616
Highest
qualification
Hospital trained
Diploma in nursing
Advanced diploma
Bachelor’s degree
Master’s degree
PG diploma
pΩ
4
41
6
60
5
14
10.50 (0.57)
11.17 (1.75)
11.83 (2.40)
11.40 (1.79)
10.80 (2.28)
12.14 (1.46)
.306
6.25 (2.06)
6.95 (1.35)
7.33 (1.03)
7.22 (1.04)
6.80 (0.83)
7.21 (1.41)
.622
6.25 (0.95)
5.46 (1.24)
5.50 (0.83)
5.33 (1.14)
5.60 (0.89)
5.71 (1.59)
.399
4.75 (0.95)
5.24 (1.37)
5.67 (0.51)
5.15 (1.17)
4.60 (1.14)
5.29 (1.26)
.687
Work Area
Medicine
Orthopaedics
ICU/HDU/CCU
Emergency
Education
pΩ
59
19
24
25
3
11.22 (1.76)
11.42 (1.50)
10.79 (1.95)
11.88 (1.53)
10.33 (1.52)
.374
6.81 (1.30)
7.32 (1.15)
7.21 (1.10)
7.16 (1.17)
7.00 (0.00)
.579
5.11 (1.05)
5.26 (1.04)
5.79 (1.17)
5.68 (1.03)
6.33 (1.15)
.216
LEGEND: Ω = Kruskal-Wallis; ¥ = Mann-Whitney U; SD = standard deviation;  * = p < 0.05
5.19 (1.27)
5.63 (1.06)
4.96 (1.12)
4.88 (1.42)
4.67 (0.57)
.727
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designation, where a statistical difference 
was found between the designation groups 
in their answers on receiving delirium 
training (p = 0.31) and on the type of delirium 
training (p > .026). Mann-Whitney U was 
then used to analyse the difference between 
the groups. Statistically, the staff nurse 
and senior staff nurse grades were more 
likely to have undertaken delirium training 
(U = 199, z = -2.242, p > .02; U = 90, z = 
-2.388, p > 0.02), and to have been taught 
a specific type of assessment according to 
their clinical area (U = 194, z = -2.329, p > 
.02; U = 85.5, z = -2.558, p > .02), than were 
the enrolled nurses. However, descriptively, 
this only accounted for fewer than 51 percent 
of participants across all clinical areas (see 
Table 4). There was no significant statistical 
difference found between the different 
registered nurse grades (staff nurse to nurse 
unit manager). 
Confidence in caring for a 
delirious patient
Using a four-item Likert scale (see Table 6, 
p16), we asked respondents how confident 
they felt in recognising and managing delirium 
and in explaining it to patients’ relatives. Of 
Flagg et al, 2010; Hare et al, 2003). 
While 80 percent of respondents 
performed very well, it is still 
surprising that 20 percent of nurses 
had poor knowledge of most facets 
of delirium. This could be explained 
by the fluctuating nature of delirium 
and its close relationship with 
behaviours mirrored by dementia 
(Edlund et al, 2007), which would 
be encountered more frequently in 
medical wards. It is the variety of 
delirium presentations – hypoactive, 
hyperactive and mixed – that 
nurses in this study had difficulty in 
differentiating. The data suggests 
that 70 percent of this cohort were 
able to recognise behaviours of 
hyperactive delirium – behaviours 
that required a more extensive 
physical nursing input and, as 
such, could potentially increase 
the nurse’s workload (Christensen, 
2013). While the variable 
presentation of symptoms may 
cause difficulty for some nurses 
in identifying delirium accurately, 
it is often the clinical features of 
Table 4. Knowledge of delirium training
   Delirium policy and training           Total (n=130)
Knowledge of hospital policy
Yes
No
Don’t know
Delirium assessment undertaken
in clinical area
Yes
No
Don’t Know
Received delirium training
Yes
No
Type of delirium training
Nil
In-service
Self-taught
Type of assessment used
Nil
CAM
CAM-ICU
Delirium Index
Mini Mental State Examination
NEECHAM Confusion Scale
Glasgow Coma Scale
62 
10 
58 
49 
40 
41
52 
78 
80
49
1 
77 
6 
27 
1
40
3
1
note, 74 percent of respondents felt slightly confident over all three 
areas, whilst 49 percent were very confident they could recognise 
and manage delirium effectively. When Kruskal-Wallis was used to 
analyse the difference between nursing grades, managing delirium 
(p = 0.008) was found to be statistically different between the groups. 
Further analysis using Mann-Whitney U found the enrolled nurses 
were more confident than the staff nurse grade at managing delirium 
(U = 162.5, z = -2.850, p > .04). Similar differences were also found 
between the senior staff nurse grade versus the staff nurse grade (U 
= 1008, z = -2.252, p > .02), and nurse unit managers versus staff 
nurses (U = 31.5, z = -2.432, p > .03). Descriptive analysis of the 
mean scores showed the more confident grades were the enrolled 
nurse (mean = 2.78) and the nurse unit managers (mean = 3.00) 
hypoactive delirium that remain unrecognised and misdiagnosed 
by health-care professionals (Boot, 2012; Devlin et al, 2012; Fick 
et al, 2007; Steis & Fick, 2002). This was evident in this study, 
where only 56 percent of nurses were able to identify the essential 
features of hypoactive delirium. Also, there still appeared to be some 
confusion in this group between hypoactive delirium and depression 
(Arend & Christensen, 2009). Why this confusion continues is 
difficult to identify. However, Christensen’s (2013) work from an 
Asian perspective gave some insight into two possible causes. First, 
which Boot (2012) alluded to, is the under-recognition of delirium 
in most clinical settings, especially in ICU; and second, the variety 
of screening tools, which are often complex, are less able to detect 
which type of delirium is present. This suggests that clinical 
Table 5. Confidence in caring for a delirious patient, by designation
Enrolled nurse  9 2.67 (0.50) 2.78 (0.44) 2.44 (0.52) 7.89
Staff nurse               73 2.26 (0.50) 2.22 (0.55) 2.14 (0.63) 6.62
Senior staff nurse     36 2.31 (0.57) 2.47 (0.60) 2.39 (0.59) 7.17
Charge nurse  4 2.75 (0.50) 2.50 (0.57) 2.50 (0.57) 7.75
Nurse educator  5 2.20 (0.44) 2.20 (0.44) 2.20 (0.44) 6.60
Nurse unit manager  3 2.67 (0.57) 3.00 (0.00) 3.00 (0.00) 8.67
pΩ       .096                    .008*                     .062 
    LEGEND: Ω = Kruskal-Wallis;  SD = Standard deviation;  * = p < 0.05
Total
n=130
Recognising 
patients with 
delirium
Mean (SD)
Managing 
patients with 
delirium
Mean (SD)
Explaining
 delirium to 
patient’s relatives
Mean (SD)
Overall mean 
score
(n=12)
(see Table 6). Interestingly, it was 
the nurse educators who performed 
poorly, not only in managing delirium 
but also in being able to recognise it 
(mean scores = 2.20).
DISCUSSION
The aim of this exploratory study 
was to assess whether nurses 
from a regional base hospital had 
sufficient theoretical knowledge 
to assess and manage delirium 
in the clinical setting. Given the 
extensive literature on delirium, its 
management and education about it, 
the results of this study were similar 
to previous work (Christensen, 2013; 
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experience often becomes the major screening tool by default, and 
as Christensen (2013, p58) suggested, such experience “is not 
always at the behest of nursing”.
While the number of delirium assessment tools in the clinical 
environment is rapidly increasing (Hughes et al, 2012), there still 
remains the problem of how and when delirium assessment is 
undertaken (Kean & Ryan, 2008). The results of this study clearly 
suggest that nearly 60 percent of nursing staff do not use a suitably 
recognised delirium assessment; 61 percent either do not know 
if delirium assessment is done in their clinical area, or definitively 
know it is not done; and 60 percent have received no formal 
delirium training. This is not as uncommon as one would think. 
Both Eastwood et al (2012) and Devlin et al (2008) found there was 
inconsistency in the way delirium is assessed, albeit in the ICU. 
Devlin et al (2008), for example, found that 85 percent of nursing 
staff never undertook a formal delirium assessment and, interestingly, 
16 percent said they used “regular unstructured assessments”. This 
begs the question, what does an unstructured assessment entail? 
What this study, and other research, identifies is that while nurses 
understand the complexities of delirium in the theoretical sense, 
this understanding does not necessarily translate into practice. 
In practice, doing a formal delirium assessment is often seen as 
laborious and arduous, and, at times, it appears some nurses rely 
on clinical experience to make a diagnosis of delirium (Devlin et al, 
2008). This has implications for the management of the delirious 
patient, because these patients can become a danger to themselves 
(Hoofring et al, 2007). Also, a misdiagnosis could mean the person is 
receiving inappropriate treatment – it is well known that delirium can 
be confused with depression and/or dementia (Chantal & O’Connell, 
2005). 
Undoubtedly, effective assessment contributes to effective nursing 
management of this patient group. However, possessing in-depth 
theoretical knowledge of delirium is not necessarily sufficient to be 
deemed competent at being able to detect, manage and prevent 
delirium in the clinical setting. It has been long-standing practice 
to assess an individual’s ability to detect delirium based on the 
regurgitation of theoretical knowledge, which in many cases is 
deemed to ensure competence. It is often misconceived that 
competency denotes capability in a particular activity, whether that is 
hand-washing or, in this case, assessing and managing the delirious 
patient (Lindberg, 2006). Competence is outcome-focused, in terms 
of “what people can do rather than what they know” (While, 1994, 
p526). The respondents in this study know a great deal theoretically 
about delirium in their respective clinical areas. However, anecdotal 
clinical evidence suggests this knowledge is not translating into 
clinical capability – delirious patients still appear to go undiagnosed 
or are simply misdiagnosed as having 
worsening dementia (Fick et al, 2007). 
The obvious answer is to provide 
nursing staff with more education 
about delirium. Yet the challenge 
is – what approach should education 
take for delirium to be successfully 
identified and appropriately treated in 
the clinical area? 
Fick et al’s (2007) work, using 
case vignettes to recognise delirium 
superimposed on dementia, may 
Table 6. Overall confidence in caring for a delirious patient
  1 – Not at all        2 - Slightly      3 - Very      4 - Extremely
How confident are you in recognising
patients with delirium?         4              80      46              -
How confident are you in managing
patients with delirium?         7                70      53              -
How confident are you in explaining
delirium to the patient’s family?                    12                72      46              -
Note: numbers represent individual response
be the starting point. This study produced mixed results, that is 
nurses being unable to correctly identify hypoactive delirium and, 
surprisingly, suggesting dementia and hypoactive delirium were 
part of normal ageing. One further application of Fick et al’s (2007) 
work would be the use of the standardised patient in the simulation 
laboratory, using these vignettes as exemplars of delirium in a more 
realistic and repetitive environment, so the salient aspects of delirium 
recognition and management can be more suitably realised. It makes 
sense that being able to distinguish delirium from a theoretical 
perspective, and to act in a practical way, would reduce the incidence 
of delirium and improve patient care and safety, especially in a 
vulnerable group such as the elderly. 
LIMITATIONS
There are a number of limitations to this study, mainly to do with 
the sample size and setting. Firstly, there are several factors which 
limit how well these results can be applied to a wider New Zealand 
population – they include the use of convenience sampling, the 
relatively small sample size (n = 130), and the study being conducted 
in an area with a higher per capita ratio of older people (15 percent) 
than the national average (12 percent). Furthermore, as this study 
was set in New Zealand, it would be difficult to generalise these 
results to other western countries because of differences in ethnic 
groups, nurse training and population make-up. Secondly, while 
only four ward areas were chosen for the study, because of the 
reported higher prevalence of delirium in these areas, delirium may 
also be present in other areas, such as the recovery unit and/or 
surgical wards. However, we felt the results of this study would still 
be beneficial, as the findings could alert nursing staff in those other 
areas to be more vigilant in their assessment of the older patient. 
Finally, the use of a self-reported questionnaire may lead to response 
bias, inasmuch as respondent honesty is integral to the accuracy of 
the data collected, especially where respondent complicity may be 
problematic and may be a source of error (Siegel et al, 1998). 
IMPLICATIONS FOR PRACTICE AND
FURTHER RESEARCH
Delirium is a common condition in the acute care hospital – more 
common than is generally realised. Left untreated, it can lead to 
significant functional decline (frailty) in the older person (Eeles et 
al, 2012). Therefore, future research could focus on ways to reduce 
its incidence through early assessment of susceptible persons, as 
opposed to assessments after the fact.
For example, research could look at:
•  Different approaches to pre-operative patient education to reduce 
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the incidence of post-operative delirium.
•  Use of delirium assessment tools before elective procedures and 
during admission procedures. 
•  Use of simulation technology and the standardised patient in 
nursing education to provide more effective visual representation of 
delirium in the acute and community setting.
•  Delirium follow-up, after discharge from hospital.
CONCLUSION
Nurses are in a unique position in acute hospitals, simply because of 
the time they spend attending to patient care. By comparison, other 
health professionals often provide “snap-shot care” as they attend to 
the specifics required of their profession. It would be easy to suggest, 
therefore, that nurses are ideally situated to detect and manage 
delirium, as well as identify patients at risk. However, nurses’ position 
at the forefront of patient care does not always lead to successful 
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